Assessments of the acceptability of new transplantation practices require a pinpointing of not only the meaning of death, but also the timing ofdeath. They typically perceive elective ventilation as occurringjust prior to death and non-heart-beating donor protocols as operativejust after death. However, such practices in fact highlight the general vagueness and ambiguity surrounding these issues in both law and ethics. Supply-side dilemmas in transplantation lend real urgency to this "life or death " debate.
issued by the Conference of the Medical Royal Colleges: "In a minority of cases, brain death does not occur as a result of the failure of other organs or systems but as a direct result of severe damage to the brain itself from, perhaps, a head injury or a spontaneous intracranial haemorrhage. Here the order of events is reversed: instead of the failure of such vital functions as heart beat and respiration eventually resulting in brain death, brain death results in the cessation of spontaneous respiration: this is normally followed within minutes by cardiac arrest due to hypoxia. If however oxygenation is maintained by artificial ventilation, the heart beat can continue for some days, and haemoperfusion will for a time be adequate to maintain function in other organs, such as the liver and kidneys".9 Supporters of the Exeter protocol argue that cessation of respiration is (necessary and sufficient) evidence that the patient has already succumbed to brain death -the question is whether this is so.
NON-HEART-BEATING DONORS
Under the Pittsburgh protocol, organs are removed immediately the patient is shown to be apnoeic and unresponsive for two minutes to one of three electrocardiographic criteria, ie ventricular fibrillation, electric asystole or electromechanical dissociation.'0 Typically though, the medical literature describing NHBD protocols is less than full and explicit as to how and when death is determined according to cardiopulmonary criteria. In Tokyo, cooling in situ is commenced "immediately after cardiac arrest", whilst at King's College, Dulwich organs are removed "up to 45 minutes after the heart has stopped beating". Unlike The point of brain death is therefore the critical point in time whether loss of cardiac function and respiration is an end in itself or only the catalyst for loss of brain function. Catherwood argued in this journal that "Dying is not an irreversible process, until that process gets to a point where our available technology cannot help".4 In so doing he is question-begging in using the word "help". Helped to do what? If lung functioning can be mechanically sustained even where the patient has suffered brain stem death, is he/she "helped" or is he/she already dead?
Ironically, although NHBD protocols are explicitly stated to be founded on cardiorespiratory criteria, after a certain period of time has elapsed artificial ventilation is applied in many instances as well as cardiac massage. This appears to prove that the cessation was not irreversible. However, in fact this procedure implicitly relies on the notion of irreversibility propounded above. If not, such donors are simply not "non-heart-beating" at all! As it is imperative to rely on the death of the brain, the issue is simply what evidence is required to establish that such brain death has occurred. There is no dichotomy between heart-beating and non-heartbeating donors. Cardiopulmonary cessation is evidence of death, not death itself. The criteria needed to establish brain death will still inevitably include the irreversible cessation of cardiopulmonary function -this is an integral feature of medically accepted criteria, employed in virtually all deaths occurring outside hospital. The necessary period of cessation should reflect the consensus within the medical profession (not just the transplant community) and attract public confidence. The criteria (including any agreed time period) might be published in a revised and discrete code dealing with the determination of death in general, applicable to physicians in the community as well as to hospital doctors involved in transplantation practices or otherwise. The latter scenario may attract the attention of commentators but is a good deal more public and transparent than the former.
